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ABSTRACT 
Postpartum hemorrhage is an important 
emergency in obstetrics. In this study, we 
present the application of intrauterine balloon 
tamponade and its outcomes in a patient who 
developed massive postpartum hemorrhage 
after caesarean section. A 39- year-old, G5 P3 
and 38 weeks pregnant (based on last 
menstrual period) patient was subjected to 
emergency caesarean section due to diagnosis 
of uteroplacental insufficiency and recurrent 
caesarean section. Four hours after the 
operation, atony occurred and despite medical 
treatment the hemorrhage persisted. We 
inserted a SOS Bakri balloon through the 
vaginal route and inflated it with 500cc 
intracavitary saline for achievement of 
intrauterine tamponade. Vaginal bleeding ended 
immediately after the procedure. Use of an 
intrauterine balloon is an easy-to-apply 
alternative to surgery that provides rapid 
hemostasis in serious postpartum hemorrhages. 
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The incidence of postpartum 
hemorrhage (PPH) is 3-10%.1,2,3 Its 
etiology comprises atony, laceration, 
placental retention, and coagulopathies. 
The treatment of PPH includes repairing 
traumatic lacerations, medical treatment 
(methergine, prostaglandin F2a, 
misoprostol), and intrauterine balloon 
tamponade in cases where the retention 
curettage fails. When balloon 
tamponade proves to be ineffective, 
laparotomy or uterine artery 
embolization is preferred. The success 
rate of intrauterine balloon tamponade in 
PPH cases is 71-87%.4,5  Balloon 
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tamponade elevates the intrauterine 
pressure above systemic arterial 
pressure.6 It has several advantages 
such as rapid achievement of results, 
cost-effective nature, and being readily 
implementable in the delivery room. In 
this study, we discuss the application of 
intrauterine balloon and its outcomes in 
a patient who developed massive 
postpartum hemorrhage after caesarean 
section. 
CASE REPORT 
A 39-year-old and 38 weeks pregnant 
(based on last menstrual period) patient 
(gravida 5, para 3) presented to the 
Gynecology and Obstetrics Clinic of the 
Taksim Education and Research 
Hospital because of pain. Initial 
examination of the patient revealed 2 
cm dilation, pouch positive and partial 
effacement. Her non-stress test was 
non-reactive and she had been suffering 
periodic pain; however, there was no 
notable deceleration. Sonography 
examination revealed a single fetus with 
a positive intrauterine fetal heart rate, 
markedly reduced amniotic fluid 
showing strong echo, and middle 
anterior placenta. Sonography 
examination displayed two irregular and 
large lacunes in the placenta in which 
there was a turbulent flow. A placental 
insertion anomaly was suspected. 
Umbilical artery Doppler flows were 
within normal range, S/D ratio was 1.67, 
and RI was 0.53. MCA/UmA ratio was 
above 1, which was normal. Right 
uterine artery had a diastolic notch and 
S/D ratio was 2.27. Initially, we 
considered the diagnosis to be 
uteroplacental insufficiency. Left uterine 
artery demonstrated no diastolic notch. 
S/D ratio was 1.67. Fetal biometric 
measurements were consistent with the 
length of pregnancy and there was no 
sign indicating an anomaly. The patient, 
who had a history of 3 caesarean 
sections and 1 ectopic pregnancy, was 
subjected to emergency caesarean 
section due to diagnosis of 
uteroplacental insufficiency and 
recurrent caesarean section. 
A 3000 g live female infant 48 cm in 
height was delivered. The placenta was 
on the anterior wall, following the former 
scar line. Complete manual placenta 
removal was performed across the scar 
line with difficulty. Caesarean section 
was completed accordingly. Bilateral 
tubal ligation was applied. Due to 
development of atony at postoperative 4 
hours, the presence of a laceration was 
checked and medical treatment was 
provided. Since we did not observe any 
improvement and sonography 
examination revealed the appearance of 
hematometra, the patient received 
uterine coagulum drainage and retention 
curettage. Because the hemorrhage 
persisted, we inserted a SOS Bakri 
balloon through the vaginal route and 
inflated it with 500cc intracavitary saline 
for achievement of intrauterine 
tamponade. Vaginal bleeding ended 
immediately after the procedure. The 
patient received 7 units of erythrocyte 
suspension and 5 units of TDP 
transfusion. Upon establishment of 
stable hemodynamics and hemostasis, 
the balloon was decompressed by 200c 
at 24 hours. Since there was no 
detectable bleeding at 26 hours, the 
balloon was removed completely. The 
patient was discharged in a healthy 
overall condition at postoperative day 6 
with a hemoglobin concentration of 
11g/dl. 
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DISCUSSION 
Serious postpartum hemorrhage is 
encountered in 3-10% of all live births 
and is responsible for 28% of the direct 
maternal deaths. Postpartum 
hemorrhage also has an important role 
in maternal morbidity in addition to 
mortaility.3 Management of postpartum 
hemorrhage is a life-saving intervention. 
In treatment, using uterotonic agents is 
the preferred primary medical treatment. 
In case of failure, surgery can be the 
secondary option. Intrauterine balloon 
application should be considered as an 
alternative method in uterine atony 
when medical treatment fails to 
succeed.7 It has several advantages, 
making it preferable as an alternative 
method. These advantages include  
being readily implementable, cost-
effective, and capable of eliminating 
major surgeries such as hysterectomy 
and their complications in cases with 
successful outcomes.8,9 However, case 
selection should be carried out 
meticulously. It cannot be applied in 
cases of organ failure associated with 
sepsis after caesarean section or 
disseminated intravascular coagulation. 
In the current case, our patient who was 
subjected to surgery based on the 
indication of recurrent caesarean 
section demonstrated ultrasonographic 
signs supporting placental insertion 
anomaly. Intraoperatively, the site of 
placental insertion was observed to be 
on the former incision line. Manual 
placenta removal was applied with 
difficulty. Dabalea et al. reported the 
success rate of their intrauterine balloon 
procedures as 80% for placental 
invasion and 100% for atony cases.10 In 
our case, the patient developed atonic 
hemorrhage at postoperative 4 hours 
and we applied medical treatment 
(methergine, prostaglandin F2a, 
misoprostol) and retention curettage 
after checking for laceration. Then, we 
performed intrauterine Bakri balloon 
procedure according to the algorithm for 
the management of postpartum 
hemorrhage.10,11 Bleeding was 
successfully managed. Thus, we were 
able to discharge our patient in good 
health at postoperative day 6 without 
applying any invasive surgery such as 
uterine artery embolization, uterine or 
hypogastric artery ligation, B-Lynch 
suture, or postpartum hysterectomy.  In 
massive secondary postpartum 
hemorrhage cases, particularly when 
uterotonic agents fail to succeed in the 
management of atonies, application of 
intrauterine balloon spares the patient 
from laparotomy and yields perfect 
outcomes. Use of intrauterine balloon is 
an easy-to-apply alternative to surgery 
that provides rapid hemostasis in 
serious postpartum hemorrhages 
occurring after caesarean section or 
vaginal birth. 
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